Patients and methods Children with resistant or recurrent pneumonia presenting over a three year period to Asir Central Hospital, the only tertiary care facility in the region, were studied. All the children were referred to the otolaryngologist by paediatricians. A detailed history including history of feeding of saman was obtained in each case. A chest radiograph was performed before bronchoscopy.
Since the first clinical report of lipoid pneumonia in 1925,1 numerous cases have been reported in the world literature with a peak of reporting in the 1940s. 2 3 With an increasing realisation of the deleterious effects of inhaled oil and the subsequent elimination of oily medication and nasal drops, there has been a dramatic decline in the occurrence of these cases.
In certain geographical areas, however, traditional customs and habits may predispose to the condition.' In the Tihamat Asir region of south western Saudi Arabia, rendered animal fat or ghee, called 'saman', is administered forcibly to neonates and infants by an elderly relative in the belief that it contributes to the well being of the child. Accidental inhalation of this animal fat with resulting lipoid pneumonia is consequently very common in this area. This paper highlights the role of bronchoscopy in the diagnosis and treatment of these cases. Patients and methods Children with resistant or recurrent pneumonia presenting over a three year period to Asir Central Hospital, the only tertiary care facility in the region, were studied. All the children were referred to the otolaryngologist by paediatricians. A detailed history including history of feeding of saman was obtained in each case. A chest radiograph was performed before bronchoscopy.
Bronchoscopy was carried out by using a Storz ventilating paediatric bronchoscope of the appropriate size. Any secretion in the trachea or bronchi was aspirated using a sterile suction connected to a 'mucus trap'. When secretions were scanty, bronchial lavage was carried out by instilling 1-2 ml of sterile normal saline into the tracheobronchial tree and aspirating the contents after ventilating a few times. The aspirate was viewed macroscopically against a bright light and any oily droplets floating on the surface were noted. The aspirate was subjected to microbiological studies, including Gram and Ziehl-Neelsen staining, appropriate bacterial and fungal cultures, and special stain for fat (oil red 0). The gross bronchoscopic findings such as the state of the mucus membrane, the presence or absence of secretions, their nature, and presence of any other endobronchial pathology were noted. Chest radiographs were repeated within 24 hours ofperforming the bronchoscopy. The condition of the patient at follow up, particularly at one month after bronchoscopy, was also noted. All data were entered into a SPSS/PC computer program for analysis. 
